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and one of laryngismus. Four cases were reported to the manufacturer (Beecham Research Laboratories, personal communication) one patient had severe dyspnoea, extension of the neck, and a sensation of the tongue being forced back; and another had protrusion of the tongue and upper airway obstruction. Two The number of cases ascribed nationally to the East Anglian region was below that noted by one local district, and a retrospective regional study was initiated during July 1987 to resolve the discrepancy. We report on the results ofthe study and ofregionally coordinated surveillance subsequently developed to increase the accuracy of monitoring.
Methods and results
A specialist in community medicine in each district ascertained confidentially the details of all people with AIDS known to the health care services. The details included name, sex, date of birth, and current district of residence or date of death. Checks were also made of the data of the regional Hospital Activity Analysis and ofthe death register from 1982 against the International Classification of Diseases rubric 279 1 (deficiency of cell mediated immunity) then used for AIDS. Nineteen possible cases were identified. Information was passed to the regional coordinator, who also has access to computerised data from inpatient, death, and cancer registers. Relevant disease codes were listed quarterly and clinical details examined to confirm or exclude AIDS. The information was exchanged with the Communicable Disease Surveillance Centre and details supplied of cases reported in other regions when the patients were residing in East Anglia. The regional scheme collated cases in three ways: by district of reporting, district of residence, and district of treatment.
Comment
Our retrospective study showed the potential for confusion in collating AIDS cases. Nationally cases were counted by district or region of reporting whereas experience in East Anglia showed that the method did not usefully indicate the use of and the possible need for health services locally. People with AIDS may initially seek diagnosis in one district or region while resident in another, from which they may subsequently receive hospital and community care.
Epidemiological surveillance contributes to service planning by enhancing the accuracy of predictions of service requirements. Because of the three methods of collating data in the newly developed regional surveillance the districts had a fuller picture of the impact of the epidemic locally, and predictions have been made with the data of the need for hospital and community services at district, county, and regional levels.3 The scheme has proved both acceptable and useful. The increased accuracy and timeliness of reporting is largely due to the local lines of communication with a facility for personal contact. Had this exercise not taken place we believe that the seven unreported cases in July 1987 would have remained unreported. The clinicians concerned were grateful for reassurance regarding confidentiality and clarification of reporting procedures.
Other regions might consider adopting this approach to provide locally useful data while complying with the AIDS (Control) Act.
